Mr. JENKINS asked whether the osteoma was entirely within the mastoid, and not reaching the surface, either through the meatus or externally.
A Periosteal Lining Flap in the Radical Mastoid Operation. By P. WATSON-WILLIAMS, M.D.
FIRST incision extends frolm just above the highest point of attachment of the pinna, curving outwards and backwards, well within the m-iargin of hairy scalp, curving forwards below to the mastoid tip. The 
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NVatson-Williams: Periosteal Lining Flap skinand soft tissues, save only the periosteum, are dissected forwards to the margin of the bony meatus.
Second incision divides the periosteum along the superior and posterior margins of the bony meatus, a third incision being carried horizontally backwards from near the lowest point of the ineatal incision, so that the whole of the mastoid periosteum, excepting that of the tip, may be reflected backwards and upwards.
After conclusion of the operation, after the meatal flap has been made, the periosteal flap is brought down over the upper and posterior wall of the resulting mastoid cavity, and retained in situ by the packing. With K6rner's flap the packing lies between the periosteum and the flap. The mastoid periosteum is usually saved only to be replaced between the deep surface of the skin and the external or raw surface of the concho-meatal skin-flap, serving less useful purpose. The method described starts the posterior and inner walls of the mastoid bone cavity with a periosteal covering which quickly attaches itself to the bone and thus promotes rapid granulation over which the epithelium from the edges of the concho-meatal skin-flap extend rapidly. The more rapid formation of granulations lessens the size of the healing cavity, and thus decreases the area for epithelialization.
DISCUSSION.
The PRESIDENT said he presumed the flap speedily became covered with granulations. The Section was honoured by a visit from Dr. Coghlan, of Portland, Oregon, and perhaps he could say what had been done in America in this respect. He would like to know whether Dr. Watson-Williams found that his method shortened the duration of after-treatment: or whether it diminished the size of the after-cavity without leaving the little recesses which gave so much trouble. It would be agreed that the desideratum was to come as near the results obtained with skin-grafts as possible. Mr. Hugh Jones's method seemed to keep up the nutrition of the skin-flap which was turned in, and it presented the greatest amount of ingenuity and aptitude for the purpose. The only objection to the skin-graft was that it generally meant a second anesthetic and operation.
Dr. URBAN PRITCHARD asked whether Dr. Watson-Williams considered that a covering of epithelium formed more quickly than if it were bare bone and ordinary granulations were left to form. He had always wanted to have a method of filling up the new cavity as much as possible; it would save much subsequent trouble.
Mr. CHEATLE saidl he believed the method had been anticipated by an American surgeon, as he remembered reading a description of a periosteal flap. It was very important to recognize priority; and he felt sure this was not new.
Dr. COGHLAN (Portland, U.S.A.) expressed his pleasure at being permitted to attend the meeting of the Section, which he found very instructive. He had never previously seen the flap now described by Dr. Watson-Williams, and did not know that it had been described in the States.
Mr. C. E. WEST considered the question of speed of healing was important. He could see that periosteum laid down in that way would take, because it was periosteal graft on bone. But his own experience of periosteum was that it was about the most obstinately granulating tissue in the body, and that it was difficult to get epithelium to spread over the granulating periosteum. Why not put a skin-graft on bone? It would adhere. Though Dr. Watson-Williams's method was ingenious, he was somewhat doubtful of the practical gain by a procedure which included the grafting of periosteum in the walls of the mastoid cavity.
Mr. SYDNEY SCOTT said that during the last three years he had made use of a periosteal flap which he reflected downwards and backwards, instead of upwards as described by Dr. Watson-Williams. He had not regarded the procedure as one of any particular importance; it simply amounted to this, that instead of cutting away the periosteum, as he had once been accustomed to do, the periosteum covering the outer surface of the mastoid process was retained, and when packed into the operation cavity it helped to fill it up, so that less packing was required, and the skin-graft which was applied at the same time need not be quite so large.
Mr. CHARLES HEATH said the pericranial flap which lhe had devised, and used for many years in acute and chronic, radical or conservative operations, was a rather smaller one than that now depicted by Dr. Watson-Williams, the upper incision defining the flap being, like the lower one, horizontal. He had recently sent Dr. Watson-Williams a reprint from the New York Mledical Journal, of August 10 last, of an article by Dr. Leslie, of Toledo, Ohio, in which he (Dr. Leslie) described the flap. He (the speaker) had used such flaps in all cases since 1906-i.e., in many hundreds of operations-and if he had found any reason to vary it he would have done so long ago. He was sure, therefore, Dr. Watson-Williams would find it a very useful flap.
Dr. DAN MCKENZIE said he had used Mr. Heath's flap for a long time, and at the operation it looked very nice, but his own feeling was much in the same direction as Mr. West's, that it was very prolific of granulations; there seemed to be a tardiness of epithelialization after a periosteal flap, which was not seen in the Hugh Jones flap. The latter he had used three times recently, and in these cases epithelialization was complete in about six weeks.
Mr. HUGH JONES said he saw Professor W. L. Ballenger operate last summer, and he laid stress on the retention of the periosteum, but he did not think that surgeon made any formal flap. After cutting round the meatal margin, and making a horizontal cut backwards, he just turned the periosteum in. He wondered wlhat was the effect of that and similar procedures on the growth of bone. Whlen cases operated upon years ago, in which, presumably, the periosteum was destroyed or removed, were opened up again, there was found to be lipping of the bone, and sometimes the cortex seemed to have grown over so as to almost obliterate the surface opening but leaving a large cavity within. Sir William Macewen's well-known researches on the relation of periosteum to the growth of or limitation of growth in bone were interestingin this connexion.
Mr. MARRIAGE, remarking on the President's statement that the objection to grafting was that it required a second anaesthetization and operation, said that for years he had put the graft on at the time of the first operation; then there was no occasion to worry about the flaps, and the graft would take in every instance. Epithelialization of the cavity occurred in three or four weeks, and that seemed the ideal method. He always used the graft which was first introduced by Mr. Ballance.
Dr. COGHLAN said he agreed with Mr. Marriage about the flaps, and in his part of the States all did primary skin-grafting, and with very good results. Some of his confreres in San Francisco had had some wonderful successes in such cases. Primary skin-grafting certainly seemed to be the best.
Dr. WATSON-WILLIAMS replied that some time elapsed before granulations sprang up on the bare bone of the mastoid cavity, but the periosteum attached itself quickly to bone, its natural habitat, and the cavity then granulated up more quickly. In answer to the President, Dr. Watson-Williams could not give, off-hand, the number of cases in which he had used it, but only his general impressions, and after all statistics were really of less value than an impression resulting from many experiences, because of the variability of the sizes of cavities dealt with; and his impression was that the method certainly shortened the period of bealing. The grafting of the periosteum made the cavity smaller, hence there was less space to fill up. Hence, even if the rate of epithelialization were less, it would be compensated for by the smallness of the cavity to be covered. He had used the method for some years. He did not refer to the reprint sent him by Mr. Heath, because he thought it would be better for the latter to speak for himself, but the method described by Leslie was a very different procedure, a triangular flap of periosteum being retracted, and replaced beneath the concho-meatal cartilage used to line the floor.
